the light of bacterial sensitivities. The course was lengthy and complicated by the development of local phlebitis and bilateral knee effusions from which sterile straw-coloured fluid was aspirated. Intermittent pyrexia was prolonged for 30 days in spite of negative blood cultures.
She was discharged after 51 days, but 14 days later returned with malaise. The dominant symptom was excruciating pain and local tenderness over the right sacroiliac joint and the upper third of the right femur. Temperature 104°F (40°C).
Investigations: Staph. aureus again isolated from blood cultures with the same bacterial sensitivities as previously.
Treatment: Cloxacillin 4 g and fusidic acid 2 g daily. Temperature settled in 24 hours. The low back pain was relieved in 14 days.
Radiographs of the sacroiliac joints ( Fig 1) showed abnormally wide and irregular joints, especially the right. These abnormalities had been visible on the earlier films but were now more gross.
Disciussion
The case presented is one of septic abortion in which septicamia was slow to resolve and which was associated with severe pain in the right sacroiliac joint with radiological changes. There is evidence that the sacroiliac joints may already have been abnormal from Reiter's disease. The case seems unique in the literature, but other cases are known (E N Glick 1970, personal communication) .
It was noted in the 1964 admission that the patient had a vaginal discharge (Trichomonas vaginalis). This, coupled with the joint effusions, backache and failure of response to salicylate therapy, raised the possibility that the disease was Reiter's and not rheumatic fever. Her sacroiliac joints were later proved abnormal. The septicemia from the septic abortion was slow to settle. During the course of her illness, local pelvic phlebitis was noted. The relapse of septicemia was associated with severe pain over the region of the right sacroiliac joint that was radiologically grossly abnormal.
As the patient's condition settled satisfactorily, no aspiration was attempted. Therefore, it remains speculative as to whether the relapse was the result of a residual focus of infection trapped in an already abnormal joint, or an exacerbation of her Reiter's disease provoked by pyrexia and toxtmia. However, the former view is preferred and a prolonged course of antibiotic therapy has been instituted. She is now asymptomatic and the radiological signs remain unchanged.
Acknowledgments: I am grateful to Dr J Q Matthias and Mr K O'Connor for permission to report this case and to Dr J H Glyn for his helpful advice and criticism.
Leiomyosarcoma of the Foot A G White MRCP (for A T Richardson FRCP) (The Royal Free Hospital, Londont WCI)
Mrs C G, aged 86 History: When first seen in 1967 complaining of pain and swelling of the left foot and ankle she recalled an injury in the distant past but none in recent years. There had been no previous episodes of redness, swelling or pain, no polyarthritis and no recent cuts, infections or trophic lesions of the foot. Examination at that time showed diffuse swelling below the medial malleolus extending to the forefoot. Osteoarthrosis secondary to old trauma seemed the most probable diagnosis although the appearances of the hands were suggestive of old, inactive rheumatoid disease. There was some improvement with simple measures.
In December 1969 a well-defined lump appeared and she complained of severe, paroxysmal pain in the foot both on walking and at rest.
On examination: The swelling of the left ankle and forefoot was diffuse, but a tender, cystic mass 4 cm in diameter was situated just below the medial malleolus; the skin over it was adherent but intact, there were no other skin nodules and no enlargement of regional lymph nodes was found. General examination showed a senile tremor of the hands, a thyroidectomy scar and an arthritis of mixed type involving the proximal and distal interphalangeal joints of both hands.
Investigations: Hb 11-8 g/100 ml, ESR, in 1967, 7 mm in 1 hour; in 1970, 26 mm in 1 hour (Wintrobe). WBC 6,000-8,000 (normal differential). Blood urea 27, serum cholesterol 173, serum uric acid 2-6-47 mg/100 ml; serum alkaline phosphatase 7-5 K-A units. Wassermann reaction negative. Sheep cell agglutination negative. Antinuclear, gastric parietal cell, smooth muscle and mitochondrial antibodies negative. X-rays: Chest: no pulmonary metastases. Hands: mixed type of arthritis. Foot: loss of bone density, no soft tissue calcification. Biopsy: Leiomyosarcoma; typical bundles of cells with elongated nuclei some showing mitotic figures, marked pleomorphism. Progress: The patient was not at first willing to consider amputation and a course of telecobalt radiotherapy was therefore given. Despite some shrinkage of the tumour pain persisted. Belowknee amputation has since been performed (Mr J C R Hindenach). Limb fitting and rehabilitation are proceeding and she is happy with the result.
Comment
Tumours of smooth muscle of uterus and prostate are common and in these malignancy is familiar.
Smooth muscle tumours of the alimentary tract are rarer; one in 8 of those arising in the stomach is malignant. In small intestine, pancreas, lung, kidney and the retroperitoneal tissues they are a greater rarity. Occasionally such tumours arise in dermal and subcutaneous tissues. Those arising in the dermis derive from the arrectores pilorum muscles and therefore occur in hair-bearing areas including the genitalia and nipples, and when involving the limbs are usually found on extensor surfaces where hairs are more numerous. Dermal leiomyomata tend to be small (less than 1 cm in diameter), multiple and found in patients below the age of 30 years. In contrast those arising from subcutaneous tissues derive from the smooth muscle of the blood vessels, are more often solitary, are larger and less often found in younger subjects (Willis 1960).
Of 10 cases of leiomyoma reviewed by Bulmer (1967) one was malignant, 4 showed calcification and 2 had been present more than thirty years; in no case was the diagnosis made before operation. Stout & Hill (1958) , reviewing 36 cases of leiomyosarcoma of superficial soft tissues, found that 72% recurred or produced metastases or both. Those tumours showing on histology one or more mitotic figures per high power field had a poor chance of cure, especially if the first surgical procedure was less than amputation.
In the case presented the situation on the flexor surface of the limb away from the hairbearing area would favour origin from a blood vessel. Dissection of the operation specimen revealed no attachment to skin or invasion of joint or bone (Dr Monica Gregory). The diagnosis at this stage lay between rheumatoid arthritis with atypical features and another conncctive tissue disease. He was treated with indomethacin, and remained fairly well for six months.
Readmission (July 1969) on account of lassitude, dyspnoea, increasing cedema, syncope and listlessness; these symptoms were of gradual onset. The appearances of the skin and joints had changed little, but he was anemic (Hb 9-10 g/100 ml) and in congestive cardiac failure, with irregular pulse, well-marked pericardial friction and right basal pleural effusion.
Further investigations showed that the ESR had risen to 55-75 mm in 1 hour. WBC and differential normal. Blood cultures sterile. Heart enlargement shown on X-ray. Pleural fluid: sterile; protein 3-8 g/100 ml; sugar 120 mg/100 ml; no malignant cells found. Hilar tomography showed
